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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE TENNESSEE
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT
RATES FOR INPATIENT HOSPITAL SERVICES

EMERGENCY PAYMENT METHODOLOGY

This methodology applies only to services which were formerly covered under the TennCare
managed care program. It does not apply to Medicare crossover payments or to other services
not covered under managed care.

This methodology will be used only during a designated emergency period that has been mutually
agreed upon by the State and HCFA. It will be discontinued at the time that the designated
emergency period is determined to have ended.

Acute care inpatient hospital providers will be reimbursed the per diem rate in effect as of
December 31, 1993. The rate will be adjusted to include the capital component and eliminate the
education and disproportionate share components. There will no longer be a tax component.
Payment will be considered to be “reimbursement in full” with no cost settlement. In the event
there are new providers since December 31, 1993, for which Medicaid provider numbers have
been issued, a rate will be established for them using their most recent cost report submitted to the
Office of the Comptroller. The rate will be trended back to December 31, 1993 to be consistent
with other hospital providers.
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